Results:
The authors identified 114 individuals (74 women, 40 men) with obsessive-compulsive disorder, with a weighted 1-month prevalence of 1.1%. Most individuals (55%) in the obsessive-compulsive group had obsessions only. Comorbidity occurred in 62% of these individuals, which was significantly greater than the group with other neuroses (10%). Co-occurring neuroses were depressive episode (37%), generalized anxiety disorder (31%), agoraphobia or panic disorder (22%), social phobia (17%), and specific phobia (15%). Alcohol dependence was present in 20% of participants, mainly men, and drug dependence was present in 13%. Obsessive-compulsive disorder, compared with other neurotic disorders, was associated with more marked social and occupational impairment. One-quarter of obsessive-compulsive disorder participants had previously attempted suicide. Individuals with pure and comorbid obsessive-compulsive disorder did not differ according to most indices of impairment, including suicidal behavior, but pure individuals were significantly less likely to have sought help (14% versus 56%).
Conclusions:
A rare yet severe mental disorder, obsessive-compulsive disorder is an atypical neurosis, of which the public health significance has been underestimated. Unmet need among individuals with pure obsessive-compulsive disorder is a cause for concern, requiring further investigation of barriers to care and interventions to encourage help-seeking.
(Am J Psychiatry 2006; 163:1978-1985)
Epi demiological data based on representative community samples are essential for the proper planning and prioritization of mental health services (1) . This is particularly true for obsessive-compulsive disorder, which has been described as a hidden disease (2, 3) because many sufferers are embarrassed and secretive about their symptoms and may not seek professional help. Sociodemographic factors, severity, and comorbid disorders may all influence treatment-seeking behaviors (3) . Therefore, it is important to study the distribution and characteristics of the disorder beyond clinical settings (4, 5) .
Currently, there is limited information on the epidemiology of obsessive-compulsive disorder and comorbid psychiatric disorders based on suitable standardized diagnostic instruments (4) , especially with random samples of the total population. The first National Comorbidity Survey (6) did not include obsessive-compulsive disorder. Fourteen epidemiological studies that used the Present State Examination identified only one individual with the disorder because of the exam's rigid hierarchical structure and exclusion criteria (7) . The Epidemiological Catchment Area Study (8) comprised individuals from only five sites in the United States; most epidemiological studies in other countries were also restricted to specific centers (9) .
In this study, we sought to assess the prevalence of obsessive-compulsive disorder and comorbid neuroses and alcohol and substance use in adults who participated in the British National Psychiatric Morbidity Survey of 2000. Sociodemographic factors, comorbidity, indicators of impairment, and help-seeking were compared between participants with obsessive-compulsive disorder, participants with other neurotic disorders, and a non-neurotic comparison group. To our knowledge, this is the first such analysis from a large national, representative survey.
We hypothesized that participants with obsessive-compulsive disorder would have a high prevalence of comor-
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Method
The British National Psychiatric Morbidity Survey of 2000 was the second in a series of national government-sponsored surveys intended to monitor prevalence, impact, and treatment of psychiatric illness, thereby informing policy and provision (10) . Major design features of the survey are described in this study, but further methodological details are available elsewhere (10, 11) .
Sample
The psychiatric morbidity survey included individuals aged 16 to 74 living in private households in England, Wales, and Scotland. The primary sampling units were 438 postcode sectors randomly selected from the Postcode Address File, stratified by region and socioeconomic group. Thirty-six addresses were selected randomly from each sampling unit. One eligible person was selected randomly per household, using the Kish Grid method (12) .
Instruments
The instrument used to assess neurotic disorders was the Clinical Interview Schedule-Revised (13, 14) , which is made up of subsections covering 14 different symptom clusters. Initial filter questions in each section establish the existence of a particular symptom in the past month, leading to a more detailed assessment focusing on the past week. Symptoms within each cluster are summed to create an overall psychological morbidity score. Additional questions enable ICD-10 diagnostic criteria (15) to be applied using computerized algorithms. Six diagnostic categories were obtained: obsessive-compulsive disorder, generalized anxiety disorder, depressive episode, phobias, panic disorder, and mixed anxiety and depressive disorders (10) .
The Clinical Interview Schedule-Revised has eight questions concerning obsessions and compulsions. The obsession score relates to the respondent's experience of repetitive unpleasant thoughts or ideas in the past week, while the compulsion score relates to the respondent's experience of doing things repeatedly. One point was assigned for each of the following criteria: 1) symptoms present 4 or more days, 2) the respondent tried to stop thinking any repetitive unpleasant thoughts or repeating behaviors, 3) symptoms made the respondent upset or annoyed, and 4) the respondent experienced an episode of obsession lasting at least 15 minutes or a behavior repeated at least three times. The algorithm for generating obsessive-compulsive disorder ICD-10 diagnosis required a symptom duration of 2 weeks or longer, at least one act or thought resisted, and an overall score of 4 for obsessions or compulsions if accompanied by social impairment or at least 6 if not accompanied by social impairment (16) . Participants with obsessive-compulsive disorder were considered to have pure obsessions, pure compulsions, or mixed disorder depending upon whether two or more points out of four were scored for any or all of these symptom groups. Obsessive-compulsive disorder participants were defined as pure if they did not meet criteria for other ICD-10 neurotic disorders and comorbid if they did meet criteria (comorbidity with alcohol and substance use disorder was not considered, with respect to this definition).
Drinking problems were assessed through the Alcohol Use Disorders Identification Test (17) and the Severity of Alcohol Dependence Questionnaire (18) . A combination of these two measures was used in this study to define hazardous alcohol use and dependence, while five questions taken from the Epidemiological Catchment Area Study (8) were used to assess other drug use and dependence in the past year.
Data Collection Procedure
Trained nonclinical interviewers carried out the initial computer-assisted structured interviews. These were completed on 8,580 individuals, with a response rate of 69.5%. The alcohol and drug section was self-completed. Although a second interview phase was conducted for diagnostic assessment of psychosis and personality disorder, the full assessment of sociodemographic characteristics, impairment, use of services, neurotic psychopathology, and substance misuse was made in the first phase for all participants, together with screening for psychosis and personality disorder.
Statistical Analyses
Statistical analyses were conducted using STATA Version 8 software (College Station, Tex.) (19) . Because of the multistage stratified sampling design, all analyses were weighted to account for differing selection probabilities at each stage and for nonresponse using poststratification. All estimates of prevalence and association were made using the appropriate STATA survey commands to generate robust standard errors. Sociodemographic status, prevalence of comorbid neuroses and alcohol and substance use disorder, and various measures of impaired quality of life were compared between individuals with obsessive-compulsive disorder, individuals with other neuroses, and a non-neurotic comparison group using the chi-square test or t test. Subsample comparisons within the obsessive-compulsive disorder group were made using the chi-square test or Fisher's exact test when necessary. These comparisons addressed possible differences related to gender and clinical characteristics (obsessions only versus compulsions or both and pure versus comorbid obsessive-compulsive disorder). Logistic regression was used to adjust associations between obsessive-compulsive disorder (compared with other neurotic disorders) and indicators of impaired quality of life for the total Clinical Interview Schedule score, excluding obsessive and compulsive symptoms. The aim was to clarify whether these associations were intrinsic features of the cardinal symptoms of obsessive-compulsive disorder or merely reflections of the overall severity of psychological morbidity. Further logistic regression models were deployed to adjust, for age and sex, associations of obsessive-compulsive disorder (compared with other neurotic disorders) with marital and occupational status. Associations between obsessive-compulsive disorder (relative to other neurotic disorders) and suicidal behaviors were similarly adjusted for the presence of depression, alcohol dependence, and the Clinical Interview Schedule score, excluding obsessive and compulsive symptoms.
Results

Prevalence
One hundred fourteen participants met ICD-10 criteria for obsessive-compulsive disorder, with a weighted prevalence of 1.1% (95% confidence interval [CI]=0.9%-1.3%). The female/male ratio was 1.44, a prevalence of 1.3% among women and 0.9% among men. Prevalence declined sharply with increasing age, from 1.4% among those aged 16-24, 1.2% aged 25-44, 1.1% aged 45-64, and 0.2% aged
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Sociodemographic Characteristics
The sociodemographic characteristics of the sample are shown in Table 1 . Individuals with obsessive-compulsive disorder did not differ from the other two groups in ethnicity or educational qualifications. Relative to non-neurotic comparison individuals, obsessive-compulsive disorder participants were younger, more frequently female, and more likely to live in urban areas. Relative to comparison individuals and to those with other neuroses, participants with obsessive-compulsive disorder were more likely to be unemployed, of lower occupational social class, of lower income, and less likely to be married. The differences between those with obsessive-compulsive disorder and those with other neuroses were essentially unaltered after adjusting for age, gender, and the total Clinical Interview Schedule symptom score, excluding obsessive and compulsive symptoms.
Impairment
Indicators of impaired quality of life are summarized in Table 2 . With respect to interference of emotional symptoms in social activities, work and regular activities, and overall 12-item short form mental health component scores, obsessive-compulsive disorder individuals showed more impairment than both non-neurotic comparison individuals and individuals with other neurotic disorders. Relative to participants with other neuroses, participants with obsessive-compulsive disorder showed similar impairment on 12-item short form physical health component scores. The odds ratios comparing the odds of impairment in obsessive-compulsive disorder individuals versus individuals with other neuroses were 2.76 (95% CI=1.74-4.40) for social impairment and 2.98 (95% CI=1.73-5.13) for work impairment. These ratios were virtually identical (2.78 and 3.02, respectively) after adjusting for the effect of the Clinical Interview Schedule total score, excluding obsessive and compulsive symptoms. A self-reported lifetime history of suicidal acts was more common among the obsessive-compulsive disorder group relative to the comparison group and those with other neurotic disorders. The odds ratio for suicidal acts, when comparing the obsessivecompulsive disorder group with the neuroses disorder group, was 2.04 (95% CI=1. 22-3.41) . Adjusting for the presence of either depressive disorder (adjusted odds ratio= 1.74, 95% CI=1.02-2.96), alcohol dependence (adjusted odds ratio=1.96, 95% CI=1.14-3.35), or total Clinical Interview Schedule score, excluding obsessive and compulsive symptoms (adjusted odds ratio=2.04, 95% CI=1.26-3.30), indicated that this association was unlikely to be accounted for by comorbidity.
Comorbidity With Other Psychiatric Disorders
Fifteen (12.7%) individuals with obsessive-compulsive disorder screened positive for possible psychosis (a Psychosis Screening Questionnaire score of 2 or more), and an additional four met other screening criteria. Thus, nineteen obsessive-compulsive disorder participants proceeded to the second phase assessment with the SCAN. Among these participants, three (15.8% of screen positives and 2.6% of all 
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Seventy-six (62.0%) patients with obsessive-compulsive disorder had one or more comorbid neurosis, significantly more than the group with other neuroses (9.8%) ( Table 3 ). The overall severity of psychological morbidity was also greater for obsessive-compulsive disorder individuals (83.9% had a Clinical Interview Schedule score of 18 or greater compared with 42.0% of individuals with other neuroses [p<0.001]). The most frequent obsessive-compulsive disorder comorbidity was depressive episode (36.8%), followed by generalized anxiety disorder (31.4%), agoraphobia or panic disorder (22.1%), social phobia (17.3%), and specific phobia (15.1%). There were no significant gender differences in either overall comorbidity or the comorbid prevalence of individual neurotic disorders.
Despite the differences in overall levels of psychological morbidity, pure and comorbid obsessive-compulsive disorder individuals did not differ regarding the following proportions: currently married or cohabiting, occupational social class, income, or achievement of educational qualifications (Table 4) . Self-reported interference in social life and lifetime history of suicidal attempts were also similar. Participants with comorbid conditions were more frequently economically inactive and reported more interference in work and regular activities. However, the striking difference between pure and comorbid individuals was in their propensity for help-seeking, with 55.6% of comorbid participants but only 13.9% of pure participants receiving any treatment for emotional problems. This difference was not accounted for by the higher prevalence of substance dependence among those with pure obsessive-compulsive disorder; a stratified analysis (not reported) indicated that the association was equally apparent among those with and without alcohol or substance use dependence. Overall, individuals with obsessive-compulsive disorder were more likely to have been receiving treatment (39.8%) relative to those with other neuroses (22.7%, p<0.001) and to nonneurotic comparison participants (3.9%, p<0.001).
Alcohol and Substance Use
The overall prevalence of problem drinking (defined as hazardous use or alcohol dependence) did not differ significantly between the three groups (Table 3 ). However, a higher proportion of problem drinkers among participants with obsessive-compulsive disorder showed features of alcohol dependence, and the prevalence of dependence among these was nearly four times higher than that of the non-neurotic comparison group and nearly twice that of those with other neuroses. No individuals with crack, glue, heroin, or methadone dependence were found in the obsessive-compulsive disorder group. However, smoking and dependence on cannabis, amphetamine, ecstasy, and cocaine were all significantly more common among those with obsessive-compulsive disorder than non-neurotic comparison participants. All forms of alcohol and substance use disorder were approximately three to four times more common in men than in women with obsessivecompulsive disorder (33.3% of men and 11.7% of women were alcohol dependent; 20.3% of men and 9.2% of women had a drug dependence). The exception was tranquilizer dependence, which was present in 3.3% of women and 1.7% of men with obsessive-compulsive disorder. The presence of comorbidity among obsessive-compulsive disorder individuals was not associated with alcohol use disorder, but dependence on any drugs (25.6% versus 6.2%, p=0.002), and on cannabis in particular (20.2% versus 6.2%, p=0.008), was more common among those with obsessive-compulsive disorder without comorbidity.
Discussion
In our community study, we analyzed data from a carefully conducted survey of a representative random sample of adults from all areas of Great Britain. The study does, however, have some limitations that must be highlighted. Only 114 participants with obsessive-compulsive disorder 
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ajp.psychiatryonline.org were identified, which lowered the power of some statistical analyses, especially those of subgroups of obsessive-compulsive disorder participants. The response rate of 69.5% suggests that the prevalence of the condition may have been underestimated, since those with obsessive-compulsive disorder might have been more likely to refuse. The use of lay interviewers and a fully structured clinical interview may, on the other hand, have led to overestimates of the presence and severity of obsessive-compulsive symptoms (2, 20) . The validity of the obsessive-compulsive disorder ICD-10 diagnosis, as generated by the Clinical Interview Schedule, has not been established. Although agreement about the diagnosis of obsessive-compulsive disorder with the SCAN clinician semistructured assessment has been poor in general validations of the Clinical Interview Schedule, the numbers of obsessive-compulsive disorder individuals were inadequate to draw robust conclusions (21) . Psychotic disorders were fully assessed in a second phase of the survey and only for a stratified subsample of participants. Only three participants with obsessive-compulsive disorder were thus identified as suffering from schizophrenia; since it could not be determined whether these were comorbid or misclassified and the numbers were too small substantially to affect our findings, these three participants were retained in the analysis. The study did not include eating and somatoform disorders. The cross-sectional design only provides information about the present state and does not allow inferences on lifetime psychopathology.
Our general findings are consistent with the available epidemiological data on obsessive-compulsive disorder (7) (8) (9) 22) . The weighted prevalence of 1.1% is similar to most previous studies in different countries. Seven international studies using the Diagnostic Interview Schedule (9) show annual prevalence ranging from 1.1% to 1.8%, and recent studies from Great Britain (16), Canada (2), and Chile (22) report current prevalence varying from 1.1% to 1.3%.
The data presented in this study are also in agreement with most epidemiological studies pointing to a predominance of obsessive-compulsive disorder in lower age groups (8) and in women (7, 9) . In the previous British survey (16), obsessive-compulsive disorder was diagnosed in 1.5% of women and 1.0% of men. An equal prevalence in both sexes was found in the Edmonton study (23) , while summarized data from international studies (9) showed a female/male ratio varying from 1.2 to 1.8. Our findings also reinforce the predominance of individuals with pure obsessions in the community (8, 9, 23) . By contrast, in clinical samples, the sex ratio tends to be equal (24) , and the majority of individuals have both obsessions and compulsions (4). This may reflect differences in assessment methods or in the types of individuals that reach health care; presumably, women and the purely obsessive individuals are less likely to seek treatment (4).
Our data do not confirm the reported rarity of obsessive-compulsive disorder in ethnic minority groups in the community (4, 7, 8) but are in line with those that show similar educational qualifications (4) and lower rates of marriage (8) .
Obsessive-compulsive disorder participants had relatively high rates of comorbidity, a finding that is in accordance with most data from both community (8, 16, 23) and clinical settings (25, 26) . While our comparison was of necessity skewed (those with obsessive-compulsive disorder and one or more other neurotic disorders were counted only once as being comorbid obsessive-compulsive but not as comorbid with other neurosis), this could not have ac- 
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ajp.psychiatryonline.org counted for more than a small part of the large difference in comorbidity between those with obsessive-compulsive disorder and those with other neuroses. The most frequent comorbid condition was depressive episode, followed by anxiety disorders (25) (26) (27) (28) (29) . Direct comparison with other studies is complicated, since most are from clinical settings and several use different diagnostic categories. However, our findings are in the reported range for depressive episode (20%-67%), simple phobia (7%-22%), social phobia (8%-42%), and generalized anxiety disorder (8%-32%) (24-26, 28, 30-33) . The 34% prevalence of problem drinking (hazardous drinking or dependence) among obsessivecompulsive disorder individuals is similar to the 36% described in Canada (23) but higher than the 24% found in the Epidemiological Catchment Area Study (8) . This higher rate may be because of measurement or cultural differences, since the prevalence of problem drinking in our non-neurotic comparison group was as high as 26%. Dependence may be a specific problem for obsessive-compulsive disorder sufferers, since they differed in this aspect (but not in hazardous drinking) from the other two groups. The lower rates of alcohol dependence (approximately 10%) described in clinical samples (34-36) may suggest that individuals with obsessive-compulsive disorder and alcohol dependence are either less likely to seek treatment or are being treated for their alcohol problem, with their obsessive-compulsive disorder going unrecognized (37) . More obsessive-compulsive disorder participants were current smokers (65%) than non-neurotic individuals (37%), contradicting previous reports of low rate tobacco use (29, 38) . Interestingly, pure obsessive-compulsive disorder individuals had significantly higher rates of dependence on drugs (particularly on cannabis) than comorbid individuals, lending support to the notion that some sufferers may use substances as an attempt to deal with the distress caused by the obsessions or compulsions rather than seeking professional attention (8, 23) . As expected, both alcohol hazardous use and dependence were significantly more common in men (32) , and all kinds of drug dependence were more frequent in men, although many of the differences did not reach statistical significance.
Our analysis highlights the public health significance of obsessive-compulsive disorder. Although it is a relatively rare condition, it is associated with a very high degree of impairment. Individuals with obsessive-compulsive disorder stand out not only from those who are mentally well but also from those with other neurotic conditions. With respect to those individuals with other neuroses, individuals with obsessive-compulsive disorder are less likely to be married, more likely to be unemployed, more likely to have very low income levels, and more likely to have low occupational status. They are also more likely to report impaired social and occupational functioning. These differences are largely independent of the extent of nonobsessive-compulsive-disorder-related psychological morbidity, suggesting an intrinsic effect of obsessive and compulsive symptoms. An important finding in our study is that 26% of the obsessive-compulsive disorder participants reported at least one suicidal attempt in their lifetime, nearly double the proportion among those with other neuroses, and 10 times that of non-neurotic comparison individuals. Historically, and perhaps erroneously, patients with obsessive-compulsive disorder have been considered at low risk for suicide (39, 40) , with the exception of a few studies (33, 41) . Our data suggest that obsessive-compulsive disorder does not fit conveniently into the fashionable relabeling of neurosis as "common mental disorder" and psychosis as "severe mental illness." Obsessive-compulsive disorder is a neurosis that is both rare and severe and should be prioritized accordingly.
Encouragingly, perhaps because of the chronicity and severity of the disorder, rates of help-seeking and engagement with treatment are relatively high among obsessivecompulsive disorder individuals overall. However, even with similar degrees of psychosocial impairment and suicidal risk and more drug dependency, pure obsessive-com- 
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